Introduction {#sec1-1}
============

In the last few years, new healthcare reforms in western Europe has changed the primary care systems.\[[@ref1]\] In particular, many countries encouraged the promotion of interprofessional teamwork, fundamental to improve the patients' care and support the diffusion of knowledge.\[[@ref2][@ref3][@ref4]\] This innovative process also hit Italy, where the primary care system' organization models changed to incentivize the continuity and the therapies' accessibility and to foster the fruition of nursing care and health services, both of which allow cooperation in the multi-professional team. It was underlined how it is very important to redefine these models on the basis of the population\'s needs and necessities.\[[@ref5]\] The local health authorities, in fact, tried to change the traditional models, mainly based on the "isolation" of general practitioner (GP), encouraging cooperation among all the health service players.\[[@ref6]\] These innovative programs aimed at fostering health continuity.\[[@ref7][@ref8]\] The chance to have a continuity of the treatment, which can also build a dialog among healthcare professionals, can allow benefiting from new diagnostic and therapeutic technologies, such as telerehabilitation.\[[@ref9][@ref10]\] This could be useful in earlier identification of the disease and guarantee both home and hospital rehabilitation, to avoid nonurgent access to the emergency services, reduce remarkably the number of unnecessary returns to the specialists, and permit a reduction in the healthcare costs.\[[@ref11][@ref12][@ref13][@ref14]\] Therefore, it is very important to evaluate all the aspects concerning the healthcare models in terms of effectiveness of the therapies, costs and benefits, and relational continuity for the patient and his/her professional therapist, also taking into account patient\'s preference.\[[@ref8]\] The primary care models' characteristics should be considered, especially when the users/patients ask for some enhancements.\[[@ref5]\] In the literature, some surveys about the preferences of the patients and the suppliers exist,\[[@ref15][@ref16][@ref17][@ref18]\] and concern the characteristics related to the access to services, the kind of specialist that has been consulted, and the continuity of treatment.\[[@ref19]\] Nonetheless, even if the concept of satisfaction/preference of the patient is generously evaluated, the studies suggest that this concept is not coherent enough, as it is not properly correlated as to how the patients evaluate the health care system.\[[@ref20]\]

The purpose of this study is to find out the preferences of an Italian sample concerning the point of access to local health services and propose an innovative solution to overcome healthcare costs and resource allocation disparities.

Materials and Methods {#sec1-2}
=====================

We performed a survey on the 12 May 2018, in Messina (Sicily, Italy), during an informational event related to the "International Nursing Day". Participants were asked to complete a questionnaire. Although 500 people attended the event, less than half of them entered the study. They were adequately informed about the study and offered their collaboration and written consent.

The Local Ethics Committee of the IRCCS Centro Neurolesi "Bonino-Pulejo" approved the study (ID: 28/2018).

The sample included 203 Sicilian individuals (102 females and 101 males) aged 18--88 years (mean age 38.12 ± 18.93 years), mainly single (61.58%), and with a middle-high educational level, as shown in [Table 1](#T1){ref-type="table"}. The self-reported Italian questionnaire was composed of 12 multiple-choice questions, specifically created by the authors. The tool included the assessment of the social status, the presence of chronic diseases, preference in health care, and evaluation of the services offered in the territory (see [Appendix 1](#App1){ref-type="app"}).

###### 

Demographical description of the sample

                            Males          Females        All
  ------------------------- -------------- -------------- --------------
  Participants              101 (49.75%)   102 (50.25%)   203 (100%)
  Age (years)               41.91±15.29    34.37±21.43    38.12±18.93
  Education                                               
   None                     1 (0.99%)      1 (0.98%)      2 (0.98%)
   Primary school           2 (1.98%)      2 (1.96%)      4 (1.97%)
   Middle school            19 (18.81%)    8 (7.84%)      27 (13.30%)
   High school              47 (46.53%)    61 (59.80%)    108 (53.20%)
   Vocational school        5 (4.95%)      2 (1.96%)      7 (3.45%)
   University               27 (26.73%)    28 (27.45%)    55 (27.09%)
  Marital Status                                          
   Single                   61 (60.40%)    64 (62.75%)    125 (61.58%)
   Married                  30 (29.70%)    24 (23.53%)    54 (26.60%)
   Divorced                 2 (1.98%)      5 (4.90%)      7 (3.45%)
   Living with partner      2 (1.98%)      5 (4.90%)      7 (3.45%)
   Widowed                  6 (5.94%)      4 (3.92%)      10 (4.92%)
  Job                                                     
   Not stated               1 (0.99%)      \-             1 (0.49%)
   Pensioned                23 (22.78%)    4 (3.92%)      27 (13.30%)
   Unemployed               10 (9.90%)     7 (6.86%)      17 (8.37%)
   Housewife                \-             5 (4.90%)      5 (2.46%)
   Student                  29 (28.71%)    44 (43.14%)    73 (35.96%)
   Construction worker      3 (2.97%)      6 (5.88%)      9 (4.43%)
   Office worker            20 (19.80%)    19 (18.63%)    39 (19.21%)
   Teacher                  2 (1.98%)      1 (0.98%)      3 (1.48%)
   Freelance professional   5 (4.95%)      9 (8.82%)      14 (6.90%)
   Artisan/Trader           1 (0.99%)      \-             1 (0.49%)
   Other                    7 (6.93%)      7 (6.86%)      14 (6.90%)

Quantitative variables are in mean±standard deviation; qualitative variables are in frequencies (n) and percentage

Statistical analysis were performed by using the 3.2.3 version of the open-source software R. Results for continuous variables were expressed in mean ± standard deviation, whereas categorical variables were expressed in frequencies and percentages.

Since this was an epidemiological study, we followed the STROBE checklist, instead of CONSORT, which refers to randomized clinical trials (see [Appendix 1](#App1){ref-type="app"}).

Results {#sec1-3}
=======

We found a few comorbidities in the population that we screened. The mean number of chronic diseases per subject was 0.88 ± 1.36, higher in men (0.96 ± 1.54) than in women (0.79 ± 1.61), being headache the most prevalent (11.33%), followed by arthrosis and hypertension (10.84%), anxiety/depression, and respiratory disease (9.85%).

As for the territorial services, we observed that GP was the most appreciated (with a mean score of 7.27 in a range of 0--10), followed by the home health nursing (with a mean score of 7.19 in a range of 0--10), the pharmacy (with a mean score of 6.68 in a range of 0--10), the hospital and the emergency medical care (each with a mean score of 5.75 in a range of 0--10), as showed in [Figure 1](#F1){ref-type="fig"}. Moreover, around 70% of the sample declared to refer to their GP in case of need. The reasons for this prevalence seem to be the confidence established with the GP over time (49.32%), his knowledge of the clinical history of the patient (21.92%), and the convenience of being close to home (28.76%). On the contrary, the hospital is chosen mainly for emergencies (11.82%), whereas familiars/friends (11.33%), and private doctors (6.90%) are preferred to avoid waiting queue. Significantly, 50.25% of the people interviewed reported long waiting queue as the first problem of the hospital, followed by the need for more attention to the patient (42.36%), and a better staff training (7.39%).

![Community preferences for the different territorial services and health professionals in Messina (Sicily)](JFMPC-8-3647-g001){#F1}

Overall, about 40% of the subjects declared having met the GP in the last month, 18.72% in the last trimester, and 41.87% of not having met the GP for more than 3 months. The main reason for visiting GP was flu (45.83%), get a routine examination (36.46%), or require a prescription for a specialist examination (17.71%). For 88.18% of the subjects, GP was kind and attentive to the patient\'s needs. However, 28.57% declared that the GP should increase their reception hours, besides to keep updated on new clinical practices.

Discussion {#sec1-4}
==========

The continuity of care (i.e. the relationship between individual patients and their physicians over time, includes both the interpersonal aspects of care and the quality and cost-effectiveness of care) is one of the main purposes of the Italian SSN.\[[@ref21]\] In the territory, GP and another healthcare professional of the SSN work together to build on the integrated network, giving a central role to the patient.\[[@ref22]\] The results of our study showed the community preferences for the different territorial services in Sicily, an Italian region located in the south of the country. It is based on the fact that involving citizens in the decision-making of the care, in terms of preference, allows empowerment and compliance to the patient\'s care, with a consequent increase in the healthcare provision.\[[@ref23][@ref24]\] In line with the literature,\[[@ref15][@ref16][@ref25]\] our data reveals a clear appreciation for consultation with GP. Therefore, citizens identify their GP as the preferred point of access to local health services compared to other health professionals.\[[@ref15][@ref25]\] However, the actual health policies encounter many difficulties in the territorial patient\'s management, and they do not guarantee the relational-continuity with the GP.\[[@ref8][@ref26]\] To this end, there are at least two different organizational models for patient management in the territory. Segheri *et al.* underline that it is still difficult to establish the best model that can maximize the healthcare advantages, especially to respond to the patient\'s preference and needs in context with limited resources.\[[@ref5]\] In fact, some surveys point out that the healthcare reform, with regard to Italy, gave priority to health structures for patient care and cure. Nevertheless, the care-giving teams should guarantee assistance to the chronicity and serious health problems.\[[@ref27]\] In particular, according to Lamarche *et al.*,\[[@ref8]\] these models may obtain various positive outcomes but they find it difficult to preserve the relational continuity between the patient and the health professionals, limiting access to the treatment.\[[@ref15][@ref16][@ref25]\] However, the second model, as it is described in other surveys, remarks a different direction of the government.\[[@ref28]\] In fact, most of the developed countries adopted the figure of the GP as a kind of "guardian" of the healthcare territorial systems. This model gives a role of responsibility to the GP for both the patients' health and prescribed treatment costs. The results of our survey show a preference for the second model. The reasons seem to be the confidence established with the GP over time and the convenience of being close to home. On the other hand, the application of the model is limited by an overload of the GP. In fact, the GP may have difficulty to carry out the needs of a vast territory.\[[@ref29][@ref30][@ref31]\] In reality, it is known that the highest number of patients the GP can take care of is 1500, even if some GP has more than 1800 patients in charge.\[[@ref32]\] Thus, the GP cannot guarantee adequate high-quality care for the patient. As suggested by our survey, it could be useful to introduce the nurse to collaborate with the GP in the territorial management of the patient. The nurse has the ability to respond adequately to the needs of the healthy or sick individual and establish an empathic communication aimed at understanding the wellbeing. The collaboration between these healthcare professionals could respond effectively to the critical issues that have emerged in the territory, as evidenced by our data (accessibility to treatment and the reduction of health response times). The nurse could enhance the patient\'s cure and increase the continuity of care.\[[@ref23]\] Some countries (i.e. the United Kingdom, Australia, Canada, and the USA) have just introduced nurses in the routine management of primary care. In specific circumstances, there are available proofs that this model can potentially optimize the relationship between GP and patients on the territory and it can reduce the health care costs without compromising on the quality of care.\[[@ref14][@ref24]\] Laurant *et al.* highlighted that if the nurse is properly trained, then he/she might be able to furnish high-quality care and reach good health results for the patients. In particular, the authors have noticed a high level of satisfaction in the patient and the highest number of programed follow-ups.\[[@ref32]\] From the future perspective, it is our opinion that the nurse, a case manager (CM), should be employed in a multimodal approach, combining his/her specific expertise with innovative technologies for health care \[[Figure 2](#F2){ref-type="fig"}\].\[[@ref33]\] In fact, the skills of CM represent the evolution of nursing professional functions, as CM takes care of the health of the individual and the well-being of the community in the territory. The CM carries outpatient management, health planning, coordination of the multidisciplinary team, and can actively collaborate with the GP, playing the linking role in the territorial network. Moreover, in our opinion, the use of telemedicine could maximize patient management in the local health service, in situations wherein GP and patient are not in the same place.\[[@ref34][@ref35]\]

![Innovative approach to overcome disparities in healthcare allocations. The GP collaborates with different CM, located in strategic positions in the rural areas of the city, to guarantee better assistance. CM, by means of telemedicine, can immediately respond to the needs of patients, and have direct contact with GP, in situations where GP/CM/patient are not in the same place](JFMPC-8-3647-g002){#F2}

CM could use telemedicine to support GP in supervising the patient\'s clinical pathway (therapeutic counseling, diagnosis, and rehabilitation at home). This innovation could facilitate the delivery of healthcare services in the territory, permitting a reduction of inappropriate health-service access and direct/indirect health costs.\[[@ref10][@ref13][@ref36]\] Finally, CM could promote the empowerment of patients and caregivers in a family environment.\[[@ref37]\] Therefore, it is important that GP and nurses, as primary care providers especially for rural and disadvantaged populations, collaborate and develop the knowledge, skills, and attitudes necessary to use information and communication technology, and in particular telemedicine, in their clinical practices.\[[@ref38]\]

This study proposes an innovative clinical pathway for patient management in territorial services, considering citizens' preferences. CM could represent a valid collaborator of the GP, improving the relationship between operator/patient/family and maintaining unaltered quality of treatments. Finally, CM could be useful to improve continuity and personalization of care, especially in patients affected by chronic neurological disorders. The investigation of this innovative path, considering the complex socio-economic and geographic territorial problems of Sicily, could make the local health service more equitable and accessible, to guarantee containment of healthcare-costs, and improve resource allocation.
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1\. Patient\'s civil status (married, single, divorced, widowed)2. Education (primary school, secondary school, high school diploma, bachelor\'s degree, doctoral degree, others)3. Job (pensioner, unemployed, student, office worker, housewife, teacher, businessman, others)4. Do you have one of the following illness? Hypertension, diabetes, heart or lung disease, kidney or liver disease, osteo-arthrosis/arthritis/porosis, stroke, tumor, depression and/or anxiety.5. When you feel seek, you refer to. (General practioner, Physician on call, pharmacist, home health nurse, emergency physician, ambulatory specialists, private physician, relatives and friends)6. Please, specify the reason why you choose to this person7. When was the last time do you refer to a physician? (today/yesterday, some day ago, 1--2 weeks ago, 3--4 weeks ago, 1--3 months ago, more than 3 months ago, last year)8. Please specify the reason why you went to the doctor/hospital9. Do you think that helthcare service was of adeguate quality?10. Explain your answer11. Give a score in a 0 (the worst) to 10 (the best) scale to the following healthcare professionals: General practitioner, Physician on call, pharmacist, home health nurse, emergency physician, ambulatory specialists12. Please, give some advice to improve the service.
